INTRODUCTION
Uterine myomas are the most common tumors of the female genital tract. Hysterectomy is the typical therapy in patients whose families are complete. In the last decade, operative pelviscopy had a breakthrough in the practice of gynecology. Recent progress has been made with the development of appropriate instrumentation.
Myomectomy appears to be a safe technique with the advantages of pelviscopic surgery. For the preservation of the uterus, especially for those infertile women desiring organ-preservation, minimal invasive surgery is the current accepted operative ideal method (1) (2) (3) (4) .
Furthermore, GnRH-a can effect a shrinkage of leiomyoma before a myomectomy. GnRH-a preoperative therapy offers an alternative approach to hysterectomy in patients with the multiple uterine myomas. This therapy induces a reversible hypogonadotropic hypogonadal environment. During gonadotropin-analogue therapy the women are amenorrheic (5) (6) (7) (8) .
It is the aim of this paper to summarize our experience with organ-preserving pelviscopic operative techniques for the uterus and to evaluate this procedure as performed in our Department of Obstetrics and Gynecology in Kiel.
MATERIAL AND METHODS

Patients
In nearly 500 patients between January 1990 and December 1992 myomectomies were performed by pelviscopy and laparotomy. The patient groups were subdivided according to age and parity. The numbers of myomas were estimated by vaginal ultrasound and by pelviscopy. Only the anterior-posterior diameters were measured in vaginal ultrasound (Siemens, Sonoline SL-1). The location of the myomas was described, and according to the classical division they were further subdivided into subserous, intramural, and submucous myomas. Additional indications for the myoma excision were sterility, pain and pressure symptoms, bleeding abnormalities, prophylactic myomectomy, and others. Histologically we checked for leiomyomas, adenoleiomyomas, and leiomyosarcomas. One hundred sixteen patients with pelviscopic myomectomy were pre-treated for 3 or 6 months with GnRH-a. We compared leuprorelin (Enantone Gyn(R)) and triptorelin (Decapeptyl Depot(R)). The anterior-posterior diameter of myomas was measured on vaginal ultrasound scan before and after GnRH--a therapy. Even myoma lying in the depth of the uterine muscle visible by ultrasonography and not by pelviscopic inspection can be excised. If they compress the uterine cavity, they can be an obstacle for implantation and should be resected pelviscopically or via hysteroscopy.
Submucous myomas
In liquid hysteroscopy such myomas can be resected by laser or by electrocoagulation (10 Fig. 1 ). Pelv-CISH means pelviscopic classical intrafascial SEMM hysterectomy, Lap-CISH means laparotomic classical intrafascial SEMM hysterectomy (11) .
The average age of the patients was 43.2 years (range, 21 to 69 years). The parity reveals that 60% of the cases are nulli,parous, and only 3.7% women had given birth to more than 2 children. Even in perimenopausal women with myomas and pressure symptoms we believe endoscopic myomectomy to be indicated.
We found infertility in 50% of the cases, pain in 18%, and bleeding abnormalities in 16% as indication for the endoscopic myomectomy (Fig. 2) . In 16%, fibroids were detected, but they did not present the indication for this intervention. In 275 cases (57%), myomectomy was the only procedure performed. In the 207 cases, other procedures also were performed such as tuboplasty, endocoagulation of endometriosis, ovarian cystectomy, and adhesiolysis. We are a reference center for infertility patients, and we believe in myomaexcision at an early stage of myoma development.
The combined evaluation of the vaginal and the abdominal ultrasound data and the pelviscopic inspection states the number of all myomas and size of the largest myoma. In 70% of the cases or 2 myomas were excised and in 30%, 3 to 6 myomas were excised. Whereas 36% of all myomas were localized on the uterus fundus, 39% were found on the posterior wall of the uterus. Multiple locations occurred in 26% (Fig. 3) . According to their penetration depth, nearly 50% of all myomas were subserous. 
DISCUSSION
In Kiel, operative pelviscopy has replaced70% ofthe classic gynecological laparotomies (9) . The goal of minimal invasive surgery is to preserve organs. Postoperative sequels such as adhesions, intestinal obstruction, chronic abdominal pain, etc. are thus decreased (9, 11) and myomectomy seems to be a safe technique with the advantages of pelviscopic surgery. The postoperative recovery time is much shorter and more comfortable, and postoperative pain is reduced, making it possible for patients to eat on the same day and get up in the evening. We have seen that pretreatment with GnRH-a is desirable in cases of myomas to be resected pelviscopically. Analyzing the time taken for the myoma reduction, the response can be predicted in most cases as early as 8 weeks after the first injection (2). The gonadotropin-re- (12, 14) . Our experience leads to the conclusion that surgical pelviscopy can be used for management of more complicated problems and can be regarded as an alternative to laparotomy. Preoperative evaluation is crucial in determining operative strategy, according to the size, number, and localization of myomas. In our experience, hysteroscopy should be systematically performed before pelviscopy, because it allows the surgeon to differentiate deep intramural myomas that should be treated by pelviscopy from submucous myomas that can be treated by hysteroscopy. Frequently submucous myomas are associated with subserous or intramural myomas. In these cases, ablation of the submucosal myoma has to be performed during the same operation by operative hysteroscopy. Our experience has shown that the mean operating time is less than 100 minutes. No serious complications occurred in 482 patients. In 5 cases, because ofextensive bleeding and decrease in haemoglobin, a repeat pelviscopy had to be performed using endocoagulation and endosutures for hemostasis. After intramural or submucosal myomectomy, closure of the myometrium by sutures is recommended to prevent postoperative bleedings. A postoperative evaluation of the formation of adhesion, fertility, and normal reproductive function is being performed, and so far no case of uterine rupture after myomectomy has occurred.
